The case o f a 21 -year-old man com ingfrom rural P araíba, northeastern B razil, w ith schistosom iasis mansoni associated with Serratia marcescens bacterem ia, is reported. His main com plaints on adm ission w ere fev er, diaphoresis and chills f o r ten days, and diarrhoea that la stedforfou r days. Although most people have mild forms of the disease, among those with the hepatosplenic form many die from a cause directly related to their disease, mainly haemorrhage from ruptured oesophageal varices. Patients with the hepatosplenic form of the disease have also a higher risk of having chronic hepatitis B3 and lymphoma of the spleen1 than the normal population.
Schistosomiasis mansoni is an important parasitic disease in the developing world. In Brazil, where recent figures are not available, there was an estimated prevalence of 8 million people with the disease in 19722.
Although most people have mild forms of the disease, among those with the hepatosplenic form many die from a cause directly related to their disease, mainly haemorrhage from ruptured oesophageal varices. Patients with the hepatosplenic form of the disease have also a higher risk of having chronic hepatitis B3 and lymphoma of the spleen1 than the normal population.
Since the 1950s it has been recognized that some patients with hepatosplenic schistosomiasis have prolonged bacteremia by Salm onella species, including Salmonella typhi5 .Prolonged bacteremia by other Enterobacteriacea has been recognized less frequently.
We herein report the case of a patient with schistosomiasis mansoni and Serratia m arcescens bacteremia.
CASE REPORT
A 21-year-old male, coming from rural Paraiba state, northeastern Brazil, was admitted to the hospital complaining of fever (38.5-39°C) for 10 days, one to three times per day, with diaphoresis and chills. He complained also of diarrhoea that lasted for four days. He denied previous hospitalization.
On physical examination, his temperature was 39°C, pulse 68, and respirations 20. The blood pressure was 110/60 mmHg. He appeared well and had, as positive findings, scleral jaundice, the liver 5 cm below the right costal margin, and the spleen 3 cm below the left costal margin. No rash or lymphadenopathy was found.
The haematocrit was 42.3%, haemoglobin 13. 9g %, leucocytes 9600 (1 % metamyelocytes, 19 % band forms, 63% neutrophils, 16% lymphocytes, 1% monocytes), platelets 199000/mm3. Bilirubins were 4.06 mg %, alanine aminotransferase 132IU/1, alkaline phophatase 1299 IU/1. The urea nitrogen, creatinine, glycemia, amylase and electrolytes were normal.
Ultrasonographic scan of the abdomen showed only hepatosplenom egaly. An echodopplercardiogram was within normal limits.
Several blood cultures were positive for Serratia m arcescens, which was sensitive in vitro (KirbyBauer) to all tested antimicrobials (ampicillin, chloram phenicol, cotrimoxazole, gentamicin, tobramycin, amikacin, cefoxitin, ceftriaxone, imipenem and ciprofloxacin). Stool culture was negative.
Repeated stool examinations for ova of parasites were negative. Histological examination of a fragment of rectal mucosa obtained by biopsy revealed structures suggestive of degenerated ova (one calcified) of S. mansoni within granulomata. Histological examination o f a liver fragment obtained by percutaneous biopsy showed a periportal infiltrate of lymphocytes, plasma cells and some eosinophils, periportal fibrosis, and a granuloma with giant cells type foreign body, surrounded by fibrosis.
The patient was initially treated with intravenous ampicillin for seven days, and with a single oral dose of oxamniquine, with general improvement, but wighout effect on the fever. Tobramycin was then started, and continued for 13 days, although the fever disappeared in two days. At the end the treatment, the spleen was not palpable anymore. Discharge of the hospital was delayed by the development of hospital-acquired chickenpox, from which the patient had an uneventful recovery. DISCUSSION P ro lo n g ed b acterem ia associated to schistosomiasis has been defined as a chronic infection by Enterobacteriacea in patients with schistosom iasis, clinically characterized by prolonged fever, hepatosplenomegaly, weight loss, anemia, abdominal pain and diarrhoea5. Most cases o f p ro lo n g ed b ac te rem ia associated w ith schistosomiasis have been reported in hepatosplenic patients and by S a lm o n e lla species. Other Enterobacteriacea that hav > also been associated with bacteremia in patients with schistosomiasis are E. co li, Shigella, K lebsiella, P roteus, Enterobacter and C itrobactet4 6 7 . Serratia marcescens has been diagnosed as the aetiologic agent in all kinds of infection, mostly nosocomial infections8, but to our knowledge this is the first time that bacteremia by S e rra tia associated w ith schistosom iasis is recognized.
Although Serratia m arcescens has been isolated from water, soil, foodstuffs, animals and sewage8, it was not clear what was the portal of entry of this organism in this patient. We believe that this was a community-acquired infection, as the patient was admitted already with fever, denied previous hospitalization, was not submitted to intravenous or urinary tract catheterization, and because the strain of Serratia was sensitive in vitro to common an tim ic ro b ial agents lik e am p ic illin , chloramphenicol and cotrimoxazole.
The patient had a mild jaundice probably due to cholestatic hepatitis secondary to Gram negative bacteremia, as it disappeared following treatment w ith antibiotics. Splenom egaly, noticed on admission, also disappeared after the use of antimicrobials, suggesting that the patient had the hepatointestinal form of schistosomiasis, and that the enlargement of the spleen was reactive to the bacteremia.
The patient did not respond to intravenous administration of ampicillin for 7 days, although the isolated strain of Serratia was sensitive in vitro (Kirby Bauer) to it, and he improved only after tobramycin was introduced.
Our case does not fit into the classic definition o f p ro lo n g ed b acterem ia asso c ia te d w ith schistosomiasis, as most of the patients reported in the initial reports had fever for months. It can be considered as a mild form of this association, as described by Teixeira5. It is our view that, with the improvement of medical assistance, and as laboratory facilities become available in endemic areas of schistosomiasis, early diagnosis of the association will be made more frequently. Therefore, most cases will be diagnosed few days after the start of the symptoms, and classic prolonged cases will become rarer. 
